anesthetize the patient; half doses, or even less are quite sufficient; this forms a basis which renders the control of the oral administrations much more certain and easy. In exophthalmic cases too, it is quite possible, by means of giving very small doses two or three days beforehand, to educate these patients up to operation pitch, and so avoid a good deal of psychic shock. This plan is in fact one of the best examples of the method of " anoci-association " as introduced by Professor Crile.
Mr. JAMES BERRY.
Over thirty years have elapsed since I held the post of anaesthetist at any hospital, so that in responding to your kind invitation to take part in this discussion, I must do so from the point of view, not of the anaesthetist, but of the operating surgeon. There are, however, a few points on which I may venture to offer a little advice to any anasthetists who may not be very familiar with the class of operation now under discussion. The first is that the anesthetist should not begin the administration until he sees that the surgeon is quite ready for the operation. He should wait till the surgeon has put on his gown, gloves, &c., and is standing near the patient, ready to begin. For occasionally, especially in cases of urgent dyspnoea, it may be necessary to perform the earlier stages of the operation very suddenly and rapidly. On rare occasions I have had to do this and to dislocate the tumour rapidly to obviate a threatened attack of suffocation. It may be very important that no time should be wasted by the surgeon not being ready to intervene promptly. For the same reason, I never allow the anmesthetic to be given anywhere but in the actual operating theatre in which the operation is to be performed.
I may say here that in speaking of thyroid operations from the point of view of anesthesig, there is all the difference in the world between the removal, say of a small thyroid tumour high up in the neck, a case in which no respiratory or cardiac complication is likely to occur, and the very common but far more serious cases in which there is urgent respiratory distress, or dilatation of the heart, or in which the operation is being done for Graves' disease. In the first class of case the administration of the anesthetic is little if at all more serious than it is for any other operation. I would merely say that for all goitre opera-Section of Anwsthetics tions I have entirely abandoned the use of chloroform, and consider that ether administered by the open method, and sparingly, is by far the best anaesthetic. It is in the second class of case, in which respiratory or cardiac complications exist, that the ancesthetist should be speciallyon his guard.
Before the administration is begun in a case of dyspnoea it is well to ascertain to what extent the head can be extended without serious interference with breathing, and during the subsequent operation never to allow the head to be extended beyond this. The operator who is endeavouring to extricate a substernal goitre will naturally wish to have the head extended as fully as possible; the anesthetist must see that this is not done to a dangerous extent, or the trachea may become seriously kinked and perhaps completely occluded. It is my custom to employ an assistant, usually a dresser or a nurse, to hold the head firmly throughout the operation, and not to turn it to the right or the left, unless specially directed to do so. Some of my anaesthetists, however, prefer to hold the head themselves and to accept the responsibility for doing so.
This leads me to say that in any given case of dyspncea the ansesthetist should acquaint himself as far as possible, before the operation is begun, with the exact position and shape of the trachea, generally a fairly easy matter, since the condition of the trachea can usually be inferred with much accuracy from external examination of the goitre. A purely unilateral goitre, for example, tends to displace the trachea to the opposite side, to curve it and to flatten it on the side of the tumour. A purely parenchymatous goitre never flattens the trachea from before backwards, but always from side to side, and the point of maximum compression is nearly always about 11 in. below the cricoid. An irregularly bilateral adeno-parenchymatous goitre may twist and displace the trachea in various ways. Goitres springing from one or other inferior horn of the gland and descending into the thorax usually produce oblique lateral flattening of the trachea.
It should be borne in mind that the dyspncea produced by innocent goitre is always due to direct pressure upon the trachea, and has little or nothing to do with irritation of the recurrent laryngeal nerves. If the exact position and shape of the trachea be known to the anasthetist, he can often relieve the embarrassed breathing by some slight alteration in the position of the head and neck. I may also add that throughout the operation,-the patient's shoulders should be 5-3 at SAGE Publications on June 21, 2016 jrs.sagepub.com Downloaded from well depressed, since elevation of the clavicles tends mechanically to compress a bilateral goitre, and thus to narrow still further the flattened trachea.
I come now to those cases in which the heart is seriously affected. These are the exophthalmic cases, and those numerous cases in which chronic dyspncea, due to long continued pressure, has existed for years, and has led to dilatation of the heart and often to myocardial degeneration. Mere murmurs are in themselves of but little importance in goitre operations, but it is quite otherwise with dilatation and degeneration of the heart muscle, which add greatly to the anxiety and responsibility of both anasthetist and operator. The condition of the heart may be estimated roughly by the anesthetist by palpation, by observation of the position of the apex beat and of the pulse, but in all these serious cases it is far better, whenever possible, to obtain, before the operation is undertaken, the expert opinion of a cardiologist, based upon a complete X-ray and electro-cardiograph examination. I desire to take this opportunity of acknowledging very warmly the great assistance I have derived for many years from Dr. Strickland Goodall in this type of case.
With regard to exophthalmic cases it seems to be thought by some that all danger can be avoided by the use of local anasthesia, but I venture to think that this is a most dangerous doctrine. No doubt there are some cases of exophthalmic goitre that are best dealt with by local ansesthesia, but for the majority of cases I am coming more and more to the conclusion that light ether anesthesia is usually preferable.
Recently, for a forthcoming paper for another Section, I have been looking up the statistics of all mly operations for the removal of goitre performed since my last consecutive series was published, in the Lettsomian Lectures for 1913.' It may interest the Section if I give some of the figures that have a bearing on the question of ansesthesia.
In the period from January 1, 1913, to January 1, 1920, there were exactly 500 such operations, 275 of which were performed on account of dyspncea and seventy-nine for typical exophthalmic goitre. But whereas in 1913, out of 119 operations, local ansesthesia alone was employed twelve times, and local ansesthesia combined with a little general anesthetic once, in 1914, of 136 operations, local anesthesia alone was I Trans. Med. Soc., 1913, xxxvi, pp. 135.205, and Lancet, 1913, i. pp. 583, 668, 737. at SAGE Publications on June 21, 2016 jrs.sagepub.com Downloaded from employed only eleven times, and combined local and general nine times. The three years 1915, 1916, 1917 were spent largely in military work in Serbia, Rumania and Russia (where I naturally did no goitre operations), and in this period the total number of goitre operations was only fiftynine, all under general anassthesia. In 1918, out of seventy-five operations, only two were done under local anasthesia, and in 1919, of 111 operations, only three. In none of these cases was there any anaesthetic fatality. These statistics do not include a large number of ligations of the superior thyroid artery for exophthalmic goitre during the same period, some w;th, and some without, general anesthesia, in none of which has any fatality or serious complication occurred, anaesthetic or otherwise.
The above figures tend to show that I am using local ancesthesia less and less for all my goitre operations, as my anesthetists become more and more expert in the use of light ether aniesthesia. And no one, I think, can deny that an operation for the removal of a goitre under a local anasthesia is, at best, generally an extremely disagreeable performance for the patient. For the small and short operation of ligation of the superior thyroid artery it is however often sufficient and very suitable.
Dr. J. STRICKLAND GOODALL.
The performance of any thyroid operation (excepting possibly simple ligation) under any local anaesthetic is in my opinion undesirable on psychic grounds. The administration of any local anaesthetic containing adrenalin is probably positively dangerous, as it is liable to induce auricular fibrillation and possibly ventricular fibrillation, ventricular fibrillation being I believe, the cause of sudden death in thyroid operations. In every case of Graves' disease the heart is affected little or much. Owing to the kindness of Mr. James Berry I have had the opportunity of examining the hearts in a very large number of these cases, before, during, and after, operation. The chief points to which I pay attention in determining the suitability, or otherwise, of any given case for operation under an ancesthetic are (1) The degree of myocardial exhaustion present.
(2) The amount of dilatation.
(3) The presence or absence of definite myocardial degeneration.
(4) The height of the systolic blood-pressure.
